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WITH THE GROWING DIVERSITY OF THE US POPULATION, MEMBERS OF
minority “racial’/ethnic groups have sought to eliminate the adverse
effects of racism on the delivery of health care services. Demands for cul-
turally competent health and mental health services grew out of the fail-
ure of service delivery systems to be responsive to all segments of the pop-
ulation. The importance of cultural sensitivity was initially emphasized in
providing services to members of ethnic minority groups, especially given
the language and cultural barriers faced by non-English-speaking immi-
grants and the racial and economic barriers faced by people of color.
Despite a call for responsiveness to cultural differences in attitudes,
behaviors, beliefs, values, and lifestyles as well as language, mainstream
health and mental health care systems continued to fail for these under-
served groups. In the 1960s, the community health and mental health
movements dovetailed with the Civil Rights Movement, giving voice to
the dilemmas of agencies and communities grappling with the availability
of services to ethnic minority groups and low-income populations.

During the 1980s, the focus shifted from cultural sensitivity to a
demand for cultural competence, a skill-focused paradigm. While the use
of bilingual/bicultural providers and the importance of knowing the cul-
ture of one’s clients continued to be stressed, this transformation to a skill
focus resulted in efforts to operationalize those components necessary to
achieving cultural competence at the system level.

With the growth of managed care and other changes in the organiza-
tion of health care during the 1990s, advocates of cultural competence
began to express a concern that the small gains made by institutions and
agencies in the previous decade could be lost. In an environment of cost
containment, many fear that cultural competence as a priority will be sub-
ordinated to economic and market incentives.

WHAT IS CULTURAL COMPETENCE?

The pivotal 1989 monograph, Toward a Culturally Competent System of
Care, defined cultural competence as a set of behaviors, attitudes, and
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policies that enable a system, agency, or group of profes-
sionals to work effectively in cross-cultural situations.! “A
culturally competent system of care acknowledges and
incorporates—at all levels—the importance of culture,
the assessment of cross-cultural relations, vigilance
towards the dynamics that result from cultural differ-
ences, the expansion of cultural knowledge, and the

adaptation of services to culturally unique needs.”

Many definitions have since emerged, often focused
on the process necessary to achieve cultural competence
or the criteria to decide whether it has been achieved.?
The California Cultural Competency Task Force, estab-
lished in 1994 by the state’s Department of Mental
Health, defined “cultural competency” as “appropriate
and effective communication which requires the willing-
ness to listen to and learn from members of diverse cul-
tures, and the provision of services and information in
appropriate languages, at appropriate comprehension and
literacy levels, and in the context of an individual’s cul-
tural health beliefs and practices.”®

CULTURALLY COMPETENT HEALTH CARE

The rapid growth of managed care, increased privatization
of services, and increased competition within the tertiary
care system provided the impetus for rapid change in the
health care environment. This resulted in increasing inte-
gration of services—between primary and tertiary care,
and between hospitals and community-based systems.
Health and mental health systems, which have histor-

ment.

ically been separate, are also
 being integrated in response to
‘ these trends. A growing recogni-
tion of psychosocial influences
on lifestyle behaviors, patient
compliance, and disease manage-
ment, along with evidence that
the onset and course of chronic
conditions can be modified by
lifestyle behaviors, have resulted
in increased emphasis on preven-
tion and patient education. The
contribution of sociocultural fac-
tors to lifestyle behaviors and
“racial”/ethnic differences in
health beliefs, lifestyle behaviors,
and health behaviors make this
an issue of cultural competence.

Many institutions now articu-
late a commitment to cultural
competence, have cultural competence initiatives, or
have offices designated to address specific needs of eth-
nic minority populations. It is increasingly common for
organizations to state a commitment to diversity, multi-
culturalism, or cultural competence in their goals, objec-
tives, or mission statements.

As advocacy groups challenge the system to serve
diverse segments of the population, and as ethnic minori-
ties grow in market share, there is economic value in mar-
keting to a diverse population. Harvard Medical School
and Beth Israel Deaconess Medical Center in Boston
have made the case for cultural competence as good busi-
ness sense.!! Diversity and cultural competence have
become buzzwords for maintaining a competitive edge
while satisfying affirmative action objectives.

Providers, hospitals, and payers are beginning to real-
ize the economic value of catering to diverse populations
in order to capture market share. Mainstream institutions
are increasingly partnering with community-based organi-
zations to gain access to minority consumers; these part-
nerships are attractive because they pair the resources of
large institutions with access to minority consumers. At
the same time, the growing dominance of megaproviders
has threatened the viability of small community-based
organizations that have historically targeted specific eth-
nic communities.

Cultural competence has a very different meaning for
organizations dedicated to serving culturally specific pop-
ulations than for those dedicated to serving all popula-
tions. While cultural competence is core to the missions
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RECOMMENDED STANDARDS FOR CULTURALLY AND LINGUISTICALLY
APPROPRIAITE HEALTH CARE SERVICES

Culture and language have considerable impact on
how patients access and respond to health care ser-
vices. To ensure equal access to quality health care by
diverse populations, health care organizations and
providers should:

1. Promote and support the attitudes, behaviors,
knowledge, and skills necessary for staff to work
respectfully and effectively with patients and each
other in a culturally diverse work environment.

2.Have a comprehensive management strategy to
address culturally and linguistically appropriate
services, including strategic goals, plans, policies,
procedures, and designated staff responsible for
implementation.

3. Utilize formal mechanisms for community and
consumer involvement in the design and execution
of service delivery, including planning, policy mak-
ing, operations, evaluation, training, and, as appro-
priate, treatment planning.

4. Develop and implement a strategy to recruit,
retain, and promote qualified, diverse, and cultur-
ally competent administrative, clinical, and sup-
port staff that are trained and qualified to address
the needs of the racial and ethnic communities
being served.

5. Require and arrange for ongoing education and
training for administrative, clinical, and support
staff in culturally and linguistically competent ser-
vice delivery.

6. Provide all clients with limited English proficiency
(LEP) access to bilingual staff or interpretation
services.

7. Provide oral and written notices, including trans-
lated signage at key points of contact, to clients in
their primary language informing them of their
right to receive no-cost interpreter services.

8. Translate and make available signage and com-

and programs of ethnic-specific organizations, their goal
is not to be diverse but to fill unmet needs and advocate
for the larger system to be more responsive to their tar-
geted populations. In contrast, to be culturally compe-
tent, mainstream organizations need to be responsive to
all segments of the population.

10.

11

12

15

14.

monly-used written patient educational material
and other materials for members of the predomi-
nant language groups in service areas.

.Ensure that interpreters and bilingual staff can

demonstrate bilingual proficiency and receive
training that includes the skills and ethics of inter-
preting, and knowledge in both languages of the
terms and concepts relevant to clinical or non-clin-
ical encounters. Family or friends are not consid-
ered adequate substitutes because they usually
lack these abilities.

Ensure that the clients’ primary spoken language
and self-identified race/ethnicity are included in
the health care organization’s management infor-
mation system as well as any patient records used
by provider staff.

Use a variety of methods to collect and utilize
accurate demographic, cultural, epidemiological,
and clinical outcome data for racial and ethnic
groups in the service area, and become informed
about the ethnic/cultural needs, resources, and
assets of the surrounding community.

Undertake ongoing organizational self-assessments
of cultural and linguistic competence, and integrate
measures of access, satisfaction, quality, and out-
comes for [culturally and linguistically appropriate
services (CLAS)] into other organizational internal
audits and performance improvement programs.
Develop structures and procedures to address
cross-cultural ethical and legal conflicts in health
care delivery and complaints or grievances by
patients and staff about unfair, culturally insensi-
tive. or discriminatory treatment, or difficulty in
accessing services, or denial of services.

Prepare an annual progress report documenting
the organizations progress with implementing
CLAS standards, including information on pro-
grams, staffing, and resources.

The Office of Minority Health of the US Department
of Health and Human Services (DHHS) has developed
draft standards for culturally and linguistically appropri-
ate health care services (see box on page 27), which have
been made available through DiversityR,, a website spon-
sored by the National Conference of State Legislatures,
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Discussions of cultural competence in health care have generally
been limited to the issue of language access and the ability of
providers to speak with patients in their primary language.

Resources for Cross Cultural Health Care, and the
Henry ]. Kaiser Family Foundation. These standards
emphasize that “culture and language have considerable
impact on how patients access and respond to health care
practices” and that the provision of culturally and linguis-
tically appropriate health care services “has the potential
to improve patient outcomes and the efficiency and cost-
effectiveness of health care delivery.”'? The following
example illustrates this point.

[A]n elderly Bosnian woman being admitted with ter-
minal cancer may present the following challenges for
health care staff and organizations: she and her family
do not read, speak or understand English; her Muslim
faith requires modesty during physical examinations;
and her family may have cultural reasons for not dis-
cussing end-of-life concerns or her impending death.
A culturally and linguistically appropriate response
would include interpreter staff; translated written
materials; sensitive discussions about treatment con-
sent and advance directive forms; clinical and support
staff who know to ask about and negotiate cultural
issues; appropriate food choices; and other
measures.'?

CULTURAL COMPETENCE AT THE SYSTEM
LEVEL

The prevalence of negative stereotypes about Black and
Hispanic groups as well as the view of Asian Americans
as the “healthy model minority” have resulted in dis-
criminatory practices in health care service delivery and
resource allocation. It is clear that the sociopolitical
contexts of poverty, racism, immigration, and culture
have had a significant bearing on access to health care,
utilization of services, and health status and for all
“racial”/ethnic groups. Yet, discussions of cultural com-
petence in health care have generally been limited to
the issue of language access and the ability of providers
to speak with patients in their primary language. The

focus of cultural competence initiatives has been on
the provider-patient relationship with little attention
given to whether the systems of care in which they
function are culturally competent. Moreover, cultural
competence has yet to be made integral to health pro-
fessions training or essential to standards of profes-
sional practice.

To ensure that a system of care is culturally compe-
tent, one might ask: Do all segments of the population
have equal access to care? What are the utilization pat-
terns for different “racial’/ethnic groups? Is quality care
provided, as measured by the health status of designated
population groups?

Access to care. Access to care, or the degree to which
services are convenient and quickly and readily obtain-
able, is a cultural competence issue. Cultural and linguis-
tic barriers have been a primary focus of advocates of cul-
turally competent care. For non-English-speaking
populations, the paucity of bilingual providers has neces-
sitated interpreters as intermediaries in the provider-
patient dyad. While few have argued the importance of
being able to communicate with the patient in his/her
primary language, controversy has arisen over the imple-
mentation and cost of interpreter services.
Ethnic-specific agencies and community-based
organizations are likely to employ both bilingual
providers and support staff—such as nursing assistants,
case managers, or outreach workers—who perform
patient-related functions in addition to serving as inter-
preters. Hospitals often use interpreter pools, with
AT&T interpreters commonly used as back-up, or for
less common dialects or languages. The use of AT&T
interpreters has been criticized because the interaction
is not face-to-face and often involves untrained inter-
preters or ones who are unfamiliar with medical termi-
nology. The use of interpreters, in general, has been
criticized because relying on interpreters often entails
longer waits, inappropriate translations, and inconve-
nience in scheduling appointments. On the other hand,
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the lack of interpreters and the reliance on family
members, especially young children, have also been
criticized.

While generally considered necessary to ensure
access to care, the cost of interpreters is not factored into
reimbursement mechanisms. Nor are differential reim-
bursement or incentives factored in for bilingual
providers. Some agencies and institutions offer higher
pay scales for bilingual providers as a recruitment incen-
tive. While this is a positive development, it has inadver-
tently resulted in large institutions competing for staff
with higher salary differentials that can not be matched
by ethnic-specific agencies.

Cultural barriers to access, while recognized as
important to cultural competence, are often given little
attention in the implementation of programs and policies
within a system. Some institutions have attempted to pro-
vide not only translated materials but also culturally rele-
vant and appropriate materials for use in marketing and
outreach efforts.

Population-based vs geographic boundaries. The growth of
megaproviders and the development of regional networks
have consistently defined access to care based on geo-
graphic boundaries rather than community- and popula-
tion-based criteria. This geographic focus in parceling out
covered lives to managed care systems and in identifying
vendors from which to purchase services fails to take into
account the fact that distinct ethnic communities may
cross geographic boundaries. When defined from a geo-
graphic focus, specific ethnic populations become more
costly to serve and cultural competence becomes an add-
on cost.

Utilization. Utilization refers to which services are being
used, their availability in a system, how frequently they
are used, and whether their use is appropriate. Utilization
patterns have been shown to differ across population
groups. Low-income immigrants and refugees from eth-
nic minority groups typically delay entry into care, under-
utilize services, and/or overutilize emergency room ser-
vices because of language, cultural, and financial barriers.

Enabling services—case management, outreach,
transportation, and babysitting services, among others—
have typically been found necessary to promote appropri-
ate utilization on the part of low-income and ethnic
minority populations. While many ethnic-specific agen-
cies offer these services, few cost-benefit analyses by
population groups of these strategies have been con-
ducted. Nor has such data been used to target resource

allocation and program development. These services are
not covered by most reimbursement mechanisms; if pro-
vided, they are usually funded through grants. One solu-
tion to recognizing and reimbursing enabling services has
been to include an approximately $1.50 adjustment in
the per member per month capitation rate to cover the
cost of these services, as has been the case in California
and Hawaii.

Quality of care. While the demand for culturally com-
petent care has focused on the ability to access and uti-
lize care, cultural competence is increasingly being seen
as important to quality of care.!’>" Quality indicators
must incorporate principles and measures of cultural
competence focusing on the policies, procedures, and
resources needed to provide linguistically appropriate and
culturally relevant services at all points of client contact
within a system.

Health care organizations typically presume they are
color blind in their delivery of services. Few providers
have thought about the biases they bring to patient
encounters or about their own cultural/ethnic back-
grounds, health beliefs, and health practices. These
biases often result in both the system and its providers
attempting to get the patient to conform to the main-
stream instead of meeting a patient on her or his own cul-
tural ground. Yet patient attitudes about health, religious
views, and concepts of death often influence compliance,
affect disease management, and alter health outcomes.
Views of race and power also influence the nature of the
communication between clinician and patient.

Religious beliefs, concepts of health, and health prac-
tices that are uncommon in Western medicine potentially
raise ethical dilemmas and risk management issues if
unfamiliar to a system or its providers.

Consider the following scenarios.'®

A physician prescribes medication without knowing
about the patient’s use of an herbal medicine that has
adverse interaction effects.

A Cambodian refugee uses cao gio, or coin rubbing, to
dispel the “bad wind” and restore the natural balance
between hot and cold elements of the universe when
her daughter is feverish. The bruise left by this rem-
edy is reported as a sign of abuse by the provider.

While the availability and use of interpreters is a basic
and necessary criterion to ensure quality of care when
providers do not speak the language of the client, it is not
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Cultural competence has yet to be made integral to health
professions training or essential to standards of professional

practice.

sufficient. The definition of a culturally competent sys-
tem of care must go beyond interpreter support to the use
of bilingual providers and the provision of culturally
appropriate care.

CULTURAL COMPETENCE IN A MANAGED
CARE ENVIRONMENT

As the service delivery system has shifted toward a man-
aged care model, there has been a growing concern that
cost-containment efforts will marginalize the demand for
cultural competence as something “nice” to do but too
expensive to implement. In fact, it is more costly for sys-
tems to add on a patchwork of services inappropriate to
population needs and cost-effective for population-spe-
cific services to be integrated into the fabric of care.

The development of provider networks and
megaproviders to offer a continuum and comprehensive
array of services has resulted in a contracting process that
favors these networks and adversely selects against small
community-based providers.

Few demands have been made of managed care orga-
nizations to be more responsive to diverse groups in their
policies and procedures. Questions to be addressed
include:

® What benefits are covered in the plan? Are they spe-
cific and relevant to diverse populations? For exam-
ple, is coverage provided for alternative medical treat-
ments that are commonly used by members of ethnic
minority groups?

e  What about access? Does the gatekeeper function, a
keystone of managed care, prevent access to care for
those most in need?

e Who is eligible? How does one get into the plan? Is
there adverse selection against ethnic minority popu-
lations because they are seen as high risk?

®  What about the provider network? Does limiting the
number of providers in a panel result in limiting
access to bilingual/bicultural providers? How are

providers evaluated as to their level of cultural com-
petence?

e How is patient satisfaction measured? Are surveys
conducted only in English?

¢ Given the tendency among ethnic minority groups to
underutilize services, what outreach efforts are made
to promote access and utilization by these groups?

¢ As managed care organizations develop criteria and
guidelines to manage provider networks, what con-
sumer protections exist to ensure that they do not inad-
vertently pose barriers for different “racial’/ethnic

groups.

Consumer protections are needed to ensure that pro-
filing and risk adjustment ratings are not used by man-
aged care organizations to adversely impact ethnic minor-
ity populations. Utilization reviewers could deny
authorization for services based on set criteria that fail to
take into account different cultural practices or prefer-
ences. While managed care organizations are increasingly
emphasizing a consumer-oriented approach, quality indi-
cators and consumer satisfaction ratings often fail to
include criteria for cultural competence, which are
deemed secondary in importance to cost considerations.
For example, member satisfaction surveys are generally
conducted only in English, even when plans have signifi-
cant percentages of non-English-speaking members.
Quality measures are not specific to the health outcomes
of diverse populations. Providers are not identified by
ethnicity to allow consumer choice. Measures of cultural
competence are absent from the extensive credentialing
process required of providers in the network. Reimburse-
ment for interpreter services is considered a cost to be
borne by individual providers.

PROFESSIONAL GUIDELINES AND
REGULATORY STANDARDS

Recently, there has been a proliferation of initiatives calling
for cultural competence within scopes of practice. Many
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institutions are playing catch-up by offering workshops,
courses, conferences, and other continuing education pro-
grams to train their providers. Often, this takes the form of
providing information about specific populations and com-
munities under the premise that one must know about the
beliefs, values, practices, and lifestyles of a particular cul-
ture in order to work with people from that culture. While
knowledge of a culture is important, there is a danger of
reinforcing stereotypes and discriminatory practices when
providers gain only a superficial grasp of cultures or con-
tinue to view issues from their own perspectives.

Standards and guidelines, when they exist, often
define cultural competence as a goal. But there has been
little translation of these goals into quality indicators or
outcomes that can be measured, monitored, evaluated, or
mandated.

Existing guidelines and standards have been limited
to language access or interpreter support, for example,
P.L. 101-527, the Disadvantaged Minority Health Act of
1990. Despite limited funding, this legislative directive
was important because it spawned the growth of related
initiatives. The Center for Linguistic and Cultural Com-
petence in Health Care was established in 1995 by the
DHHS Office of Minority Health to address the health
needs of limited-English-speaking populations. P.L. 101-
527 also resulted in an expansion of the Civil Rights Act
of 1964 to include inadequate interpretation as a form of
discrimination; cultural competence was now defined as
a civil rights issue.

In 1996, the Society of Teachers of Family Medicine
(STFM) published curriculum guidelines for teaching
culturally sensitive and culturally competent health care
to family medicine residents and other health professions
students.!” The Health of the Public Initiative, funded by
the Pew and Rockefeller Foundations, used a systemic
approach to promote the health of communities and to
reorient academic medical centers toward community
health needs.!®

The federal Health Care Financing Administration
issued a draft regulation in September 1998 to require
state agencies to ensure that managed care organizations
provide services to Medicaid beneficiaries in a culturally
competent manner.

Based on a review of laws, regulations, contracts, and
standards currently in use by federal and state agencies
and other national organizations, the DHHS Office of
Minority Health has developed draft national standards for
culturally and linguistically appropriate health care services
with input from a national advisory committee of policy
makers, providers, and researchers (see box on p. 27).1%20

MEASURING OUTCOMES

We are now seeing an emphasis in health care on quality
indicators and measurable outcomes. While the develop-
ment of professional standards has implications for licen-
sure and accreditation, the measurement of outcomes has
implications for reimbursement and accountability. The
identification of quality indicators provides the clinical and
program criteria against which to measure these outcomes.
The Bureau of Primary Health Care of the US Health
Resources and Services Administration has identified
seven such indicators specific to cultural competence.?!

Cultural competence initiatives in several states have
resulted in the development of some assessment tools to
measure outcomes.’*?* These assessment tools are
mostly process and survey tools and include patient satis-
faction surveys, provider self-assessment questionnaires,
and organizational self-assessment checklists.

“Report cards” that operationalize, measure, and mon-
itor quality indicators to hold health care providers and
payers accountable are also being considered as a tool to
assess cultural competence. Cultural competence guide-
lines developed by the Center for Mental Health Services
in conjunction with the Western Interstate Commission
for Higher Education have come closest to identifying
indicators against which to measure access, utilization,
and quality.

Currently, the Joint Commission on Accreditation of
Health Care Organizations, which regulates hospitals,
and the National Committee on Quality Assurance,
which developed Health Plan Employer Data and Infor-
mation Set (HEDIS) measures to evaluate health plan
performance, have a quality indicator related to cultural
competence that is limited to language access. It mea-
sures the number of bilingual/multilingual providers and
staff available but has not addressed the complexities of
language access or cultural appropriateness.

Several existing quality improvement tools (QI) have
the potential to incorporate dimensions of cultural com-
petence and can be used to define and track outcomes of
interest for populations at risk. The Agency for Health
Care Policy and Research (AHCPR) has developed
CONQUEST, a QI software tool comprised of clinical
performance measures related to provider behavior (for
example, whether appropriate action was provided at the
right time) and clinical procedures. AHCPR'’s Healthcare
Cost and Utilization Project Quality Indicators (HCUP
QlIs), a set of 33 clinical performance measures addresses
adverse hospital outcomes, inappropriate utilization, and
avoidable hospital admissions.
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Other assessment tools have focused on expenditures
or utilization patterns. The Medical Expenditure Panel
Survey (MEPS) reports on a nationally representative sub-
sample of the National Health Inventory Survey (NHIS)
sample; both surveys are conducted by the National Cen-
ter for Health Statistics (NCHS). While neither of these
tools was developed to measure cultural competence,
MEPS does disaggregate use and expenditure by
“racial”/ethnic groups and can potentially be used to iden-
tify “racial”/ethnic variations in utilization patterns.

MONITORING DISPARITIES

While the emphasis on outcomes has a bearing on
scopes of practice, it is important that these outcomes
be tied to the health status of specific population groups.
Yet most outcome measures presume uniformity across
the population.

The 1985 Report of the DHHS Secretary’s Task Force
on Black and Minority Health? highlighted racial dispari-
ties in health. While this report on racial disparities has
been effective in drawing national and local attention to
improving the health status of black and Hispanic Ameri-
cans, it has been challenged for ignoring significant and
meaningful disparities among other ethnic minority
groups. Asian American and Native American groups, in
particular, have criticized its inadequacies in masking sig-
nificant differences among the “racial’/ethnic groups that
make up a disproportionately smaller share of the popula-
tion. The failure to identify and adequately sample rele-
vant health status indicators resulted in few of the
Healthy People 2000 objectives targeting these groups.?
The public health datasets upon which this report is based
have also been challenged because of their failure to dis-
aggregate “racial’/ethnic groups, insufficient sample sizes
to make for meaningful analyses,?” inadequate sampling
methods, and selection bias in failing to identify diseases
relevant and specific to ethnic minority populations.

Many researchers in ethnic minority communities
now support the use of a resiliency approach, or the iden-
tification of protective factors, as an alternative to vali-
date and promote those elements that are positive and
facilitative to survival and adaptation within a “racial”/
ethnic group.?®

Use of ethnic identifiers. An underlying notion of a cul-
turally competent system of care is that it is responsive to
each of the diverse groups within the total population. To
achieve cultural competence within the health care sys-
tem, we need to start from a premise that all segments of

the population should have equal access to quality care. To
do this, we need to look at population demographics—who
makes up the population, who is or is not served. The abil-
ity to identify the ethnicity of consumers is critical.

As the population becomes increasingly diverse, it
becomes increasingly clear that a uniform standard based
on the white population can no longer be the norm for
public health indicators. Data need to be disaggregated
for meaningful analysis and competent health planning.
The US Census has increased the number of “racial”/eth-
nic classifications for the 2000 Census and will allow for
multiracial classifications for the first time. In general
however, “racial’/ethnic data, if available, tend to be col-
lected only for white, Hispanic, and black populations.
Native Americans and Asian Americans are generally
excluded. Data are not collected separately for significant
subgroups within “racial’/ethnic populations, yet the abil-
ity to capture subgroup differences is essential. With
more than 20 identified ethnic groups among the Asian
and Hispanic American populations and 365 recognized
Native American tribes, significant within-group differ-
ences might be masked by aggregating data.

The measurement of access to care, service utiliza-
tion, quality of care, and health status has been critical to
identifying the health of the nation’s population and its
communities. The use of “racial’/ethnic identifiers and
the ability to distinguish differences across communities
enables policy makers, payers, and service providers to
target interventions to specific population needs. At the
same time, consumer protections are essential to avoid
any adverse effects of identifying ethnicity. For example,
ethnic identifiers could be used for profiling high risk and
frequent users for adverse risk selection.

CONCLUSION

This is a new age of economic imperatives. As we enter
the 21st century, the health care system is evolving toward
an integrated system combining hospital and community
systems, health and mental health services, Western and
traditional medicine, primary and tertiary care, technology
and clinical practice, and so on. As providers and system
strive to gain market share, competition for patients and
covered lives increases. Regional systems, alliances, merg-
ers, and networks have become common, with
megaproviders dominating the marketplace.

Advocacy for culturally competent health care grew from
the ranks of community-based organizations targeting eth-
nic-specific populations. It is essential that these providers
do not become defunct as the health care system evolves.
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While awareness of culture and the imperative of cul-
tural competence has grown significantly over the past
decades, there is still much to be done. Mission state-
ments, goals, and objectives need to be translated into
action plans. Programs, services, and all levels of the sys-
tem, including payers and regulatory authorities, need to
be evaluated and audited as to their level of cultural com-
petence. And standards of culturally competent care

need to be developed, mandated, and monitored across
these multiple sectors for the health care system to be
responsive to all segments of the population.

This article was adapted with permission from Cultural Competence
and Health Care in Massachusetts: State of the Art, an Issue Brief
prepared by Dr. Chin for the Massachusetts Health Policy Forum,
Heller School, Brandeis University, May 9, 1999.
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